A bezoar is a hard, and solid, foreign body located in the gastrointestinal tract that may recur. Bezoar is classified according to its origin. Pharmacobezoars develop in the gastrointestinal tract due to alterations in anatomical structure and/ or intestinal motility. In this paper, a case, not yet defined in the literature, of a pharmacobezoar causing a mechanical obstruction that is accompanied by a malignancy in the colon is reported, with the aim of contributing to the literature. 
INTRODUCTION
A bezoar is a stiff, solid, and recurrent foreign body that is located in the gastrointestinal tract. They are classified depending on the material of origin. A pharmacobezoar is foreign material that is formed by drugs (1) (2) (3) . Pharmacobezoar is a very rare condition that may lead to complications (4) . Moreover, it rarely results in obstruction. Pharmacobezoars develop in the gastrointestinal tract due to alterations in anatomical structure and/or intestinal motility (5) . The diagnosis is usually difficult; therefore, pharmacobezoars are usually diagnosed during an operation or endoscopy. In this paper, a case, not yet defined in the literature, of a pharmacobezoar causing a mechanical obstruction that is accompanied by a malignancy in the colon is reported, with the aim of contributing to the literature.
CASE PRESENTATION
A 73-year-old male patient had complaints of stomach ache and vomiting for the past 2 weeks. His medical history revealed that he received hemodialysis 3 times a week (3/7) for chronic renal failure due to diabetic nephropathy. He had previous diagnoses of insulin-dependent diabetes mellitus and essential hypertension. Furthermore, there was a history of a left radical renal nephrectomy operation, which had been performed due to a left renal mass. To treat his systemic diseases, the patient had been taking nifedipin tab 2 x 30 mg, metildopa tab 4 x 250 mg, pantoprazole tab 1 x 1, telmisartan tab 1 x 1, acetylcysteine 600 effervescent tab 1 x 1, enoxaparin sodium 1 x 40 mg, ipratropium bromide-salbutamol inhaler 3 x 1, eprex epoetin alpha 3000 U 3/7, ascorbic acid amp. 1/7, L -carnitin amp. 1/7, multi vitamins amp. 1/15, calcium acetate tab 3 x 2, sucralfate tab 3 x 1, doxazosin mesylate 4 mg tab 1 x 1, enalapril maleate 10 mg tab 1 x 1, acetylsalisilic acid 100 mg tab 1 x 1, folic acid tab 1 x 1 and gabapentin 100 mg tab 1 x 1.
His physical examination revealed abdominal distension without defense or rebound. His laboratory blood results were as follows: white blood cell (WBC) 21,000/mm The left-nephrectomized patient's abdominal computed tomography (CT) revealed atrophy in the size of the right kidney, significant dilatation and gas-fluid levels in the intestinal lumen, and dilatation extending from the cecum to the hepatic flexure of the ascending colon (8 cm at the widest area of the cecum) (Figure 1 ). and a wound infection, for which he was treated with suitable antibiotics and wound dressings.
The pathology results were as follows: a grade 2 adenocarcinoma of the ascending colon, where 16 pericolic lymph nodes were tumor-negative, and 1 pericolic lymph node that was positive for carcinoma metastasis, and an appendix with normal mucosa. Thus, the tumor grade was reported as being pT4N1. There were no malignant cells in the reactional fluid.
DISCUSSION
Although bezoars are known to be one of the post-gastrectomy/post-vagotomy complications that cause gastric outlet and intestinal obstruction, there are not enough publications on bezoars. The majority of bezoars is located in the stomach; however, bezoars may be encountered in the whole gastrointestinal tract, including the esophagus and rectum. Four different types of bezoars have been determined in the gastrointestinal tract: 1. phytobezoars (hortobezoars), 2. trichobezoars (pilobezoars, hairball), 3. stone-like foreign bodies in the stomach, and 4. pharmacobezoars (drug-induced). There is not a sufficient number of publications on pharmacobezoars. A search on Pubmed revealed only 26 published articles. The majority of published cases was related to pharmacobezoars that were located in the stomach. We did not come across any publications of pharmacobezoars that coexisted with colon carcinoma.
CONCLUSION
Pharmacobezoars are rarely seen, and their diagnosis is difficult. Suspecting its presence is important for the diagnosis. Pharmacobezoars should be included in the differential diagnosis of older patients who have anatomical and functional diseases of the colon. Moreover, pharmacobezoars should be considered in patients who use a variety of drugs and have clinical symptoms of mechanical intestinal obstruction. 
